This study examines the associations between neighbourhood perceptions and social participation in a sample of older adults living in medium-sized cities in Flanders, Belgium. Strong evidence of the influence of place on older people's physical and mental health exists. However, the question of how neighbourhoods promote or hinder social participation remains under-explored in social gerontology. Using data generated from the Belgian Ageing Studies, a multivariate regression model (n ¼ 1877) is tested, with personal characteristics, subjective neighbourhood assessments and objective city-level measures as independent variables, and two indicators of social participation as dependent variables: social activity and formal participation. Positive predictors included neighbourhood involvement, frequent contact with neighbours and availability of activities for older people. However, the predictive role of neighbourhood perceptions is stronger for formal participation than for social activity, which is explained more by individual characteristics. The article concludes by discussing the implications of the findings for research and practice pertaining to health promotion interventions.
INTRODUCTION
Social participation and community development represent key themes in research and policy debates around health promotion (Richard et al., 2008) . A number of initiatives have contributed to burgeoning interest in this topic. These include first, the global strategy for health development advocated by the World Health Organization (WHO, 1981 (WHO, , 1998 ; secondly, the United Nations action programme for sustainable development (UN, 1993) ; and, thirdly, the European Healthy Cities Network (WHO, 1981) together with the Ottawa Charter for Health Promotion (WHO, 1986) . A central theme running through these activities can be found a commitment to 'community participation', with citizens encouraged to become an integral part of the decision-making and action processes that affect their lives.
Initiatives such as the above were taken further in the policy framework developed by the WHO [(WHO, 2002), p. 12] in response to population ageing. A key issue concerned the idea of 'active ageing', this emphasizing the extent to which older people should be able to continue to participate in 'social, economic, cultural, spiritual and civic affairs', and not just '. . . Health Promotion International, Vol. 29 No. 4 doi:10 .1093/heapro/dat009 # The Author (2013) . Published by Oxford University Press. All rights reserved.
For Permissions, please email: journals.permissions@oup.com Advance Access published 15 March, 2013 be physically active or . . . participate in the labour market'. This is considered to be particularly important in the context of achieving healthy ageing, with older people encouraged to become engaged in their communities because of the potential benefits of participation for health and wellbeing (Levasseur et al., 2010; Levasseur et al., 2011) .
Debates around the benefits of participation also feature in theoretical and empirical work on social capital. Social participation and engagement have been identified as key components of the concept of 'social capital', defined as 'social networks and norms of reciprocity and trustworthiness' [(Putnam, 2000) , p. 19]. Putnam distinguishes between 'bonding' and 'bridging' forms of social capital: the former refers to cooperative and trusting relationships between members of a network who see themselves as being similar in terms of their shared social identity; the latter comprises relationships of respect and mutuality between people who differ on some socio-demographic criterion (e.g. age, ethnic group, social identity) (Szreter and Woolcock, 2004) . A number of studies have identified the importance of social capital for older people (see, for example, Poulsen et al., 2011) . It is commonly associated with a number of positive outcomes, including lower risk of mortality and morbidity (Berkman et al., 2000; Veenstra and Patterson, 2012) . Older adults who are socially involved have also been found to report higher levels of quality of life, better self-rated health and mental and physical wellbeing, and lower levels of insecurity than older people who are less involved (e.g. Pollack and von dem Knesebeck, 2004; Young et al., 2004; Sirven and Debrand, 2008; De Donder et al., 2012) .
Despite evidence for the value of social participation, much less is known about what determines community involvement. From a public health standpoint, however, 'it is critical to identify factors that might lead to greater participation', given the multiple benefits associated with social engagement [(Richard et al., 2008), p. 47] . In this context, a focus on localities seems especially important given the importance of neighbourhoods to older adults. Many older people have lived in their locality for substantial periods of time, building up close attachments as a result (Krause, 2004; Scharf et al., 2005; Poulsen et al., 2011) . However, research is only just beginning to unravel the way in which neighbourhoods influence social participation, with limited research on older populations in particular (Richard et al., 2008) . Further research is needed that examines the associations between various community dimensions and health-related outcomes, including social engagement. The present study contributes to this end by exploring the ways in which perceptions of the social and physical neighbourhood can either promote or hinder social participation. The study is based on a sample of people aged 60 and over living in medium-sized cities in Flanders, Belgium.
Neighbourhood context and social participation
As noted above, neighbourhoods play a significant role in the lives of older people. Strong evidence of the influence of place on their quality of life and wellbeing exists (Krause, 2004; Young et al., 2004; Scharf et al., 2005; Buffel et al., 2013; De Donder et al., 2012) . Against this, the question of how localities may promote or hinder social participation has yet to be properly assessed. A number of studies highlight the influence of community context on social participation. For example, Bowling and Stafford (Bowling and Stafford, 2007) , in a UK study, found that both subjective and objective measures of the neighbourhood independently contribute to social activity among older people. Individual's perceptions of the area as being neighbourly and having good facilities, as well as the affluence of the area, were associated with higher levels of participation in social activities. Yet the association was stronger for subjective than for objective measures. These findings lend support to the argument that a 'sense of community', or a feeling of belonging to the neighbourhood, can act as a stimulus to local action and volunteering (Okun and Michel, 2006) . Richard et al. (Richard et al., 2008) , in a Canadian study, extend the above argument, and demonstrate a relationship between perceptions of the neighbourhood environment and social participation among older adults. An important result from this research was the predictive role of perceived accessibility to key resources: older people who reported greater access to a larger number of services and amenities report higher levels of social participation. Similarly, Levasseur et al. (Levasseur et al., 2011) found that a greater perceived proximity to neighbourhood resources was associated with increased social participation for both older women and men. Such 'local opportunity structures' (e.g. corner shops, restaurants, parks) have been found to 'promote health either directly or indirectly through the possibilities they provide for people to live healthy lives' [ (Macintyre and Ellaway, 2000) , p. 343; (Baum and Palmer, 2002) ].
Another illustration of the impact of neighbourhoods on social participation comes from the literature on social exclusion. Scharf et al. (Scharf et al., 2005) found that older people living in deprived inner city areas in England experience a strong sense of being 'excluded' from involvement in formal social relationships and civic activities within their communities. Social problems such as crime and incivilities, traffic congestion and limited provision of public toilets and places to rest have variously been identified as neighbourhood characteristics that may deter older people from getting involved (Smith, 2009; Buffel et al., 2012) . Research in urban areas covering both the UK and the Netherlands (Scharf and De Jong Gierveld, 2008 ) also found that older people who evaluate their neighbourhood negatively are much more likely to be lonely than those who judge their neighbourhood quality to be high.
The above studies can be considered as important contributions to our understanding of the role of neighbourhood environments for social participation. However, three important gaps in empirical knowledge can be identified. First, the bulk of research addressing this relationship focuses on young rather than older people, even though it is generally recognized that the neighbourhood may become increasingly significant for social integration as people age (Krause, 2004) . Secondly, only a limited number of studies are based on representative populations, relying instead on convenience samples of the older population (Richard et al., 2008) . A third limitation concerns the lack of consensus around the conceptualization and operationalization of social participation, with the majority of studies focusing on a single component, rather than the multiple underlying dimensions of the concept. This has important consequences: communication difficulties between those using the concept, difficulties in comparing results from different studies, and blurred or incomplete social policy efforts [(Levasseur et al., 2010) , p. 2142].
Given the above, further research is needed that identifies the ways in which various neighbourhood dimensions can either promote or impede older people's involvement, potentially taking on board a broader array of indicators of social participation. This is particularly relevant in the context of health promotion, given its emphasis on using public policy to create supportive environments for health and social integration (Baum and Palmer, 2002) .
Aim
The aim of the analyses was to investigate the associations between neighbourhood perceptions and indicators of social participation. The indicators selected in this study were (i) formal participation, defined as a voluntary commitment to community organizations on a regular basis and (ii) social activity, defined as participation in social activities that connect individuals to others, involving less formal engagement. Two hypotheses were proposed. First, it was expected that individual's perceptions of the neighbourhood would be significantly related to both dependent variables, even when objective city-level characteristics are taken into consideration. Secondly, it was hypothesized that perceived accessibility to 'local opportunity structures' would be the most important predictor of social activity and formal participation.
METHODS

Data collection
The data for the present research were derived from the Belgian Ageing studies (BAS). This research project monitors local challenges and opportunities among home-dwelling older people in order to support evidenced-based 'age-friendly' policies at a local level. Data were collected by means of a structured questionnaire, including questions assessing social participation, as well as health, wellbeing, social characteristics and perceptions of the neighbourhood. Since the programme started in 2004, 64 737 residents aged 60 and over living in 138 different cities and towns have participated in this study. The age cut-off of 60 years old relates to the Flemish policy context in which the BAS project was developed, more specifically the decree concerning 'the stimulation of an Social participation among older adults living in medium-sized cities in Belgium 657 inclusive Flemish policy on ageing and policy participation of older people' (defined as those 60 and above).
The project is a result of a close collaboration between a research team, the regional government and councils of all participating municipalities, senior advisory boards, local social services and other stakeholders. Through a participatory method, older people themselves are actively involved as actors in the project. In each municipality, between 30 and 80 older volunteers were recruited who facilitated and monitored the research process, in particular through delivering questionnaires to respondents personally and collecting them when completed. The questionnaire was meant to be selfadministered, although volunteers were allowed to clarify the meaning of questions if requested. All volunteers were specifically trained to execute their task. Respondents were assured of the voluntary nature of the involvement in the study, their right to refuse to answer and the privacy of their responses. Neither the respondents nor the volunteers received any remuneration for their participation.
As part of this broader project, this article will report findings from the BAS in six medium-sized cities in Flanders, the Dutchspeaking part of Belgium. Belgium is one of the most urbanized countries in Europe, but with the majority of people living in what may be defined as small-and medium-sized cities (Loopmans et al., 2010) . Using the index of 'Hierarchy of Cities in Flanders' (Loopmans et al., 2010) , six medium-sized cities were selected comparable in terms of population size and level of facilities/amenities provided to their surrounding hinterland: Bruges, Courtrai, Roeselare, Saint-Nicolas, Genk and Hasselt. The population size of these cities (between 55 273 and 116 570 inhabitants) is significantly smaller in comparison with metropolitan cities such as Brussels, Antwerp and Ghent, which have over 200 000 inhabitants. While the study areas differ in their population profile, economic history and local policies, they share a number of key functions in their region, in terms of employment, care, education, culture and leisure.
Sampling
In each of the participating cities, a sample was randomly selected from the census records. A proportional stratified sampling method was applied per city by using gender and age (60 -69 years, 70-79 years, 80þ) as stratification variables. One of the advantages of this kind of sampling was the assurance of the proportional presence of the most vulnerable age group (80þ). Depending on the city, interviews were completed with 65-85% of the eligible persons who were contacted. In order to reduce the potential bias of non-response, replacement addresses in the same quota category, from an additional sample, were used to exchange respondents who refused or were unable to fill-in the questionnaire.
Using the listwise deletion approach, cases with missing responses on one or more of the study variables were excluded from the analysis, resulting in a final working sample of 1877 respondents. The mean age of respondents was 70.5 years (range: 60-104). Nearly 52% were women. The majority (71.7%) was either married or lived common law. Respondents had lived on average 47.9 years in their present home. About 4% reported they had no educational qualification, 27.2% finished primary school and nearly 18% had to manage with a monthly income of less than E999. Participants scored an average of 1.69 (SD: 0.34) on the physical health scale (1 ¼ physically restricted, 2 ¼ physically healthy).
Measures
Dependent variables
As noted earlier, two key indicators of social participation were analysed: social activity and formal participation.
Social activity was measured by the number of different social activities in which people engage. Respondents reported engagement in up to nine activities (e.g. cards or other parlour games; visit a restaurant/pub/café ; going to the theatre; travelling or making a trip; take lessons or courses; shopping; walking or biking [This question in the BAS questionnaire focused on 'walking and biking' as leisure activities (as opposed to modes of transportation)]; other sports and attending a sport or cultural event). Responses were categorized as never and seldom (0) versus at least once a month (1). The different items were summed into a new variable 'social activity', with scores ranging from 0 to 9. Outliers were left out of the analysis because they can lead to inaccurate regression estimates. Higher scores represent more different activities.
Formal participation was measured by combining two items: (i) the number of different social, cultural and political associations in which people engage and (ii) participation in voluntary work. Respondents reported membership of 21 organizations (e.g. environmental organization; sports club; municipal advisory boards; religious organization; neighbourhood committee; trade union and senior association). An additional question assessed whether respondents engage in volunteering (This question in the BAS questionnaire did not include a guideline about what was defined as 'volunteering'. In a subsequent question, however, a number of categories of volunteer activities were presented, such as voluntary work in the field of adult education; arts and culture; practical work; administrative work; board/ management committees; domestic work and gardening; caring and support for children and young people and assisting older people, sick people or disabled people. The focus was on the voluntary work taking place in non-profit organizations or in the community, undertaken by individuals without coercion, and without financial payment.). Responses were categorized as non-member (0) and member (1), and nonvolunteer (0) and volunteer (1). Scores were summed into a new variable 'formal participation', with a range between 0 and 22. Outliers were left out of the analysis. Higher scores represent more participation in more different associations.
Independent variables
Socio-demographic and health variables. The personal characteristics of the respondents that were entered as controls were age, gender, marital status (recoded married/living commonlaw versus single/divorced/widowed), highest educational qualification, monthly household income (E500-999, E1000-1499, E1500 -1999, E2000-2499, E2500-3999, E4000-4999, .E5000), length of residence (measured by the number of years lived at the present address) and physical and mental health. A measure of physical health (Cronbach's a ¼ 0.89) was developed in accordance with the manual of the MOS short-form General Health survey. The scale ranged from 1 ( physically restricted) to 2 ( physically healthy) (Kempen et al., 1995) .
Mental health was measured by assessing five items relating to mood disorders (Cronbach's a ¼ 0.87), including feeling bored, feeling upset and feeling nervous. A higher score on the scale signifies more psychological distress.
Neighbourhood services and amenities. To assess accessibility to key resources, we questioned whether the distance to amenities (e.g. grocery stores, post office, bank, pharmacy) was perceived by respondents as being too far. Respondents could answer on a 1-5 Likert scale from completely agree to completely disagree. In addition, they were asked if there is a lack of services and amenities in the neighbourhood (0 ¼ yes, 1 ¼ no). Finally, participants assessed the availability of recreational opportunities in their neighbourhood on a 4-point scale, with higher scores representing more activities.
Neighbourhood user-friendliness. Six questions investigated perceptions of neighbourhood userfriendliness. They did not include a guideline about the geographical boundaries of the neighbourhood area, which was left to the respondent's own interpretation. In terms of community accessibility, we asked what respondents believed their neighbourhood was lacking, with public transport and crosswalks as possible answers (0 ¼ yes, 1 ¼ no). Participants rated the extent to which they experienced road safety problems, using a 4-point scale from often (1) up to never (4). The frequency of walking episodes in the neighbourhood (this question in the BAS questionnaire focused on 'walking' as a mode of transportation) was assessed through a 1-5 Likert scale, with possible answer categories ranging from never up to almost daily. Finally, respondents indicated whether the following statements were applicable to their neighbourhood: 'too many obstacles and barriers to movement in the physical environment' and 'too heavy street traffic' (0 ¼ yes, 1 ¼ no).
Opportunities for 'agency' in the neighbourhood. In order to measure perceived 'agency', we used four items relating to the opportunities for older people to influence the social reality they are part of. First, respondents were asked to what extent there are sufficient activities organized by and for older people in the neighbourhood. Possible answer categories ranged from largely insufficient (1) up to largely sufficient (5). Secondly, participants Social participation among older adults living in medium-sized cities in Belgium 659 rated the following items on a 4-point scale: 'there are insufficient opportunities to have a say in community life' and 'I experience a lack of information and notification', with higher scores representing fewer problems. Finally, respondents rated the following statement: 'I feel excluded from contributing to society due to old age', using a 1-5 Likert scale from completely agree to completely disagree.
The social dimension of the neighbourhood. We included six questions relating to the social environment, including frequency of, and satisfaction with, local social contacts; neighbourhood satisfaction; neighbourhood involvement; the presence of friends/family/acquaintances in the locality and neighbourly support. In order to assess the frequency of social contacts, respondents were asked to rate the following item: 'How often do you have social contacts with people in your neighbourhood?' using a 5-point Likert scale from never (1) to more than once a week (5). The response categories for satisfaction with local social contacts ranged from very unsatisfied (1) to very satisfied (5). To assess neighbourhood satisfaction and involvement, participants were asked to rate the following questions on a 5-point Likert scale: 'Would you say that this is a neighbourhood you enjoy living in?' and 'To what extent do you feel involved in your neighbourhood?' with higher scores representing higher levels of satisfaction/ involvement. Respondents were also asked whether they experienced a lack of family members, friends and acquaintances living nearby (0 ¼ yes, 1 ¼ no). Finally, neighbourly support was assessed using the following item: 'if I need domestic help, I can appeal to my neighbours' (0 ¼ no, 1 ¼ yes).
Objective city-level indicators. Objective variables pertaining to the population profile of cities were population size, net migration rate (the difference between immigration and emigration per 1000 inhabitants over a period of 3 years) (a positive value represents more people entering the city than leaving it, while a negative value means more people leaving than entering it) and population ageing (the percentage of the population that is made up of people aged 60 and over). Three objective indicators relating to the cities' socio-economic profile were entered: the unemployment rate, the percentage of people aged 60 and over that receives a guaranteed income supplement and the level of resources of a city (measured by the presence of different types of services/amenities relative to the number of inhabitants) (Loopmans et al., 2010) .
Statistical analyses
First, descriptive analyses were performed to assess respondents' profiles with regard to the study variables. A second step involved a bivariate analysis. Pearson correlations were used to examine the associations between the independent and the dependent variables. A multicollinearity analysis was performed to eliminate correlated predictors (if VIF .2.0). Thirdly, the variables that were significantly related to one of the dependent variables at a bivariate level were retained for blockwise multiple regression analysis and entered into one of the following blocks: (i) socio-demographic and health variables, (ii) neighbourhood services and amenities, (iii) neighbourhood user-friendliness, (iv) opportunities for agency in the neighbourhood, (v) the social dimension of the neighbourhood and (vi) objective city-level indicators. Table 1 presents the frequency distributions for the items of the dependent variables. Walking or biking, visiting a restaurant/pub/café and shopping emerged as the activities in which respondents most frequently engage. Nearly one-third of respondents reported to be a member of an association for older people; 17.5% were members of a sports club and 16.6% of a trade union or professional organization.
RESULTS
Following summation of scores on each item (see above), the mean social activity score was 3.3, indicating that on average respondents participate in 3.3 different social activities at least once per month (SD: 1.9; min: 0, max: 8). The averaged formal participation score was 2.1, representing the number of different associations in which respondents engage (SD: 2.1; min: 0, max: 7) (note that outliers were left out of the analysis).
With regard to bivariate correlation analysis (Pearson r) for the regression variables, most independent variables showed a statistically significant relationship with one or with both dependent variables, except for 'insufficient opportunities to have a say in community life', 'too many barriers to movement in the physical environment' and 'too heavy street traffic in the neighbourhood'. These variables were excluded from the regression analysis because they were not significantly correlated with social activity and formal participation. The employment rate and the percentage of people aged 60 and over that receives a guaranteed income supplement in a city were also excluded from further analysis because of multi-collinearity problems.
The results of the hierarchical linear regression models are presented in Tables 2 and 3. As shown in Table 2 , 13 variables emerged as predictors of social activity; the regression model explained 27% of the total variation. Socio-demographic and health variables, particularly age, education and physical health, emerged as strongest predictors. Significantly higher levels of social activity were observed among younger and female participants, and among those who reported better physical and mental health, and had higher levels of education and income. Except for the city-level objective indicators, further significant relationships were found in each block of independent variables. Following age, education and physical health, the next strongest predictors were indicators of userfriendliness and perceptions of the social dimensions of the neighbourhood. In particular, frequent walking episodes (almost daily) and feeling involved in the neighbourhood emerged as positive predictors of social activity. Respondents who reported they had frequent social contact with neighbours also engaged in more activities. Levels of social activity were significantly higher for respondents declaring that there were 'no problems of traffic unsafety' and 'sufficient activities for older people in the neighbourhood'. In contrast, respondents who reported that there were sufficient recreational opportunities, and those who received sufficient information, engaged in a smaller number of social activities. Table 3 presents the multiple linear regression coefficients of the predictors of formal participation. In this regression model, the highest standardized regression coefficient was observed in the block of perceptions of the social dimensions of the neighbourhood. Respondents who felt involved in their neighbourhood were found to have higher levels of social engagement in associations and voluntary work. Frequent social contact with neighbours also predicted higher levels of formal participation.
With regard to opportunities for agency in the neighbourhood, one variable emerged as a positive predictor of formal participation. Respondents who reported that there are sufficient activities organized by and for older people in the neighbourhood were more socially engaged. One objective city-level variable was also found to predict formal participation-the net migration rate. Higher levels of people entering a city (immigration) than leaving it (emigration) predicted lower levels of formal participation. No significant predictors emerged in the blocks 'neighbourhood user-friendliness' and 'neighbourhood services and amenities'.
The regression model explained 21% of the variation in formal participation. The change in adjusted R 2 across the blocks suggests that the different sets of independent variables have a different weigh in predicting the outcome variable. Remarkably, the percentage of variance Social participation among older adults living in medium-sized cities in Belgium 661 
DISCUSSION
This study examined the relationships between subjective neighbourhood perceptions and social participation among older adults living in medium-sized cities in Flanders, Belgium. Two dimensions of participation were included in this research: social activity, measured by the number of different social activities in which people engage, and formal participation, i.e. engagement in voluntary work, and in social, cultural and political associations. The results confirm the first hypothesis: older people's perceptions of the neighbourhood predict both social activity and formal participation, even when objective city-level characteristics are taken into consideration. Two blocks of independent variables show significant relationships with both dependent variables: perceptions of the social environment and opportunities for agency in the neighbourhood. In terms of the social environment, the present study makes an important contribution in showing that older people who feel involved in their neighbourhood and have frequent social contact with neighbours are more likely to participate socially (i.e. formal participation as well as social activity). This supports research that found a positive relationship between older adults' perceptions of the area as being neighbourly and levels of social activity (Bowling and Stafford, 2007) . Residents who interact with their neighbours may have more opportunities to be informed about, or directly asked to participate in, social and voluntary activities (Okun and Michel, 2006) . Indeed, neighbours recruiting neighbours by word of mouth could be a successful strategy to promote participation and volunteering in old age.
Another important result was the predictive role of issues relating to 'agency', or the opportunities for older people to influence the social reality of which they are part. In particular, respondents who report that there are sufficient activities organized by and for older people in their neighbourhood show higher levels of social activity and formal participation. Such age-friendly activities may provide possibilities for older people to live a healthy and active life Social participation among older adults living in medium-sized cities in Belgium 663 (Macintyre and Ellaway, 2000) . They provide meeting opportunities where people can establish or maintain loose connections and networks, and where they can interact and participate in their community (Richard et al., 2008, p. 54) . The second hypothesis, however, did not hold. In contrast with Richard et al. (Richard et al., 2008) , 'local opportunity structures' (such as corner shops, restaurants, post offices) are not found to be the most important predictor of social participation in old age. In fact, the availability of services and amenities was not significantly related to any of the dependent variables in this research. The particular profile of the study areas, all of which are medium-sized cities with similar key functions in their region, thus possibly limiting diversity in terms of access to resources, might explain the absence of replication. It is also possible, however, that the extent to which facilities are perceived to be agefriendly is more important for explaining social participation in old age, rather than the availability of local opportunity structures as such (Bowling and Stafford, 2007) . In this respect, our results support the relevance of investigating the neighbourhood user-friendliness in relation to social activity in old age. In line with other work (Bowling and Stafford, 2007; Richard et al., 2008) , frequency of walking episodes in the neighbourhood (almost every day) and traffic safety are found to predict higher levels of participation in social activities. This finding is consistent with research that has reported that pedestrian-oriented, mixed-use neighbourhoods are better generators of community engagement than car-oriented areas (Leyden, 2003) .
Finally, this research shows that the key predictors of the two dependent variables differed: individual characteristics emerge as the strongest predictors of social activity, whereas formal participation is explained more by neighbourhood perceptions. The latter was especially evident through the doubling of the percentage of explaining variance in formal participation when indicators of the social environment, and neighbourhood involvement in particular, were added to the regression model. In contrast, social activity is explained more by sociodemographic and health determinants, confirming Bukov et al.'s (Bukov et al., 2002) Social participation among older adults living in medium-sized cities in Belgium 665 more likely to engage in social activities (Richard et al., 2008) . Indeed, levels of social activity were found to be significantly higher among younger participants, and among those who reported better health and higher levels of education and income. Improving access to personal and social-contextual resources may therefore be particularly important among vulnerable groups of older adults, representing a critical area for health promotion. Moreover, despite vulnerabilities, older people also have strengths that can be built upon to promote social activity, notably skills acquired over the life course and networks built around family, friends and neighbours . This indicates the importance of health promotion strategies which acknowledge the full range of resources available to older people-biographical, social and economic-which can contribute to active ageing. A potential explanation for the differences in terms of the key predictors of social activity (i.e. individual characteristics) versus formal participation (i.e. neighbourhood perceptions) may arise from the distinctions between these different types of participation, in terms of the involvement of the individual with others, as well as in terms of the goals of these activities. (Levasseur et al., 2010) . While social activities (going to the restaurant/pub/café , shopping, etc.) demand little formal involvement and can be performed solely or with family and friends, formal participation in the context of a community organization with an explicit purpose (club membership, political activity, voluntary work) generally involves a longer term commitment. Neighbourhood involvement may therefore be a particularly strong driver of formal participation, because it often reflects a desire for collective action or a longstanding commitment of many older people to their community.
Study limitations and strengths
Some limitations of the research should be highlighted: first, objective neighbourhood measures were not included in the BASs. Instead, respondents rated features of their locality, producing subjective indicators. In an attempt to adjust for this, we included objective city-level measures; however, the results suggest that the unit of observation-city-level aggregate data-is too large to reflect influences on social participation. Although this study confirms the role of neighbourhood perceptions, future studies could seek to capture both subjective and objective neighbourhood measures (Richard et al., 2008) .
Secondly, a more elaborate attempt at studying the links between 'perceived agency' and aspects of participation is needed. The present study has contributed to building knowledge about the relationship between 'opportunities for older people to play a role in the neighbourhood' and social participation. However, future research could include more items to measure the concept of 'agency', such as older people's influence in local policy and decision-making. In developing a more complete measure of 'perceived agency', researchers could also include items with both positive and negative wording to minimize acquiescence and extreme response biases.
Thirdly, the study is limited by its crosssectional design. Longitudinal analyses are needed to identify potential causal pathways by which localities might influence social participation. While perceived neighbourhood features at any given time might affect the levels of participation at the same time, their meaning and function is likely to be the result of cumulative experiences over many years. If we seek areabased explanations for social participation, we should also be looking at characteristics of the place in earlier times, and the structural and social changes that have affected those areas over time. In this respect, a combination of qualitative and quantitative methods will be needed to fully address the role of localities in structuring constraints and opportunities for social participation.
Notwithstanding the above limitations, this study is among the very few that provide evidence of the influence of neighbourhood perceptions on social participation in old age. The strengths of this research include the use of a large and diverse sample, the operationalization of social participation in terms of both social activity and formal participation and the inclusion of a broad array of indicators of the perceived neighbourhood as a social and a physical space.
Implications
To conclude, the findings point to a number of important issues for policy and health promotion practice. This research suggests that interventions aimed at facilitating opportunities for participation should not only target structural inequalities within the older population, but also contribute to the creation of environments that promote social participation. First, in terms of promoting formal participation, programmes and interventions have too often targeted individual determinants at the expense of environmental factors. The present results are important in that they have the potential to shift policy and practice toward more ecological interventions to promote formal participation in old age (Richard et al., 2008) . In this context, it will be crucial to pay attention to social environmental factors. One policy response could be to create places in which people could achieve 'easy contact' with neighbours (Baum and Palmer, 2002) .
Secondly, in terms of promoting social activity, intervention strategies will need to differentiate more clearly between strategies aimed at involving the 'general' public and those aimed at vulnerable groups of older people, such as the oldest old, those with health limitations and those living on limited incomes. For example, broad-based communication methods could be complemented by more intensive empowerment initiatives with specific 'hard-to-reach' groups of people. These could address the social, structural and economic conditions that act as a barrier to social activity in old age (Heritage and Dooris, 2009 ), but also help people to develop their personal abilities and capacities as a basis for social participation. Building participatory community networks, and specifically empowering socially excluded and vulnerable groups of older people to enhance their involvement in decision-making processes in their localities, will be crucial tasks for policy-makers and health practitioners in the years ahead. Given the positive impact of social engagement on older people's health and wellbeing, it is crucial that those who are interested in participating are encouraged and enabled to do so.
